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Abstract
Background: Gastric tuberculosis is rare, and usually associated with pulmonary tuberculosis or
an immunodeficient state. Here, we report five cases of gastric tuberculosis in immunocompetent
patients without evidence of pulmonary involvement.
Case presentation: Three patients presented with gastric outlet obstruction that required
surgery to relieve the obstruction as well as to confirm the diagnosis. The remaining two had
involvement of gastroesophageal junction. All of them responded well to standard antitubercular
treatment.
Conclusion: Though gastric tuberculosis is rare, it should be considered a possibility when
patients present with gastric outlet obstruction or with endoscopic evidence of diffuse chronic
inflammatory activity, particularly in areas endemic for tuberculosis.
Background
Tuberculosis of stomach whether primary or secondary
infection is not common. [1,2] It is usually associated
with pulmonary tuberculosis or with immunodeficiency
state. [3] Clinically it resembles peptic ulcer disease or ma-
lignancy. [4] we report 5 cases of gastric tuberculosis in
immunocompetent patients without evidence of pulmo-
nary involvement.
Case presentation
Case 1
A 32 years female presented with epigastric pain, nausea
and occasional vomiting for 5 months. She noticed signif-
icant weight loss in 2 months. There was no past or family
history of tuberculosis. Physical examination did not re-
veal any abnormality. Patient was non-diabetic. X ray
chest, complete blood count, liver and renal function tests
were normal. Her HIV status was negative. Upper GI en-
doscopy was suggestive of ulcerated mass at the antrum
with a nonnegotiable gastric outlet obstruction. Endo-
scopic mucosal biopsy did not reveal malignancy or gran-
uloma. CT scan of abdomen suggested thick antrum with
dilated stomach, without any lymph node enlargement or
ascites. In view of gastric outlet obstruction without spe-
cific histological diagnosis patient was subjected to ex-
ploratory laparotomy. Intraoperatively multiple
necrotising lymph nodes were seen forming a mass
around the antrum. Gastrojejunostomy was done. Biopsy
from the lymph node mass showed caseating granuloma
with presence of epitheloid cells, Langhan's giant cells and
acid-fast bacilli on Zeil Nelson staining. Patient was put
on antituberculous treatment (ATT) regimen consisting of
(HREZ) 2(HR) 7 that is Isoniazide 5 mg / kg, Rifampicin
10 mg/kg, Ethambutol 15 mg/kg and Pyrizinamide 25
mg/kg body weight for initial 2 months followed by Iso-
niazide and Rifampicin in same dose for another 7
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months. While on treatment, she gained 6 kgs weight and
became symptom free. Repeat upper GI endoscopy after 4
months of treatment was suggestive of deformed but ne-
gotiable antrum, nodular duodenum with well function-
ing gastrojejunal (GJ) stoma. At one yr, upper GI
endoscopy was normal with presence of normal GJ stoma.
Case 2
A 53 years old male presented with epigastric pain, ano-
rexia and nausea for 3 months. He lost 10 kgs of weight in
few months. There was no past or family history of tuber-
culosis. Patient was non-diabetic. Clinical examination
was within normal limits. X ray chest, complete hemo-
gram, liver and renal function tests were normal. HIV test-
ing was negative. Upper GI endoscopy was suggestive of
deformed and narrowed antrum, with gastric outlet ob-
struction. (Fig 1) Duodenum was also deformed. Abdom-
inal CT scan revealed presence of multiple lymph nodes in
para aortic, celiac, pancreatic and retroperitoneal regions.
Barium meal studies were suggestive of deformed and
spastic duodenum. Exploratory laparotomy was planned
to relieve gastric outlet obstruction due to matted lymph-
nodes, which were causing extrinsic compression and ob-
struction of pylorus. Gastrojejunostomy was performed.
Histopathology of the lymph node revealed caseating
granuloma. He was put on ATT regimen of (HERZ) 2(HR)
7 during which, he gained weight of 12 kgs and became
symptom free. Upper GI endoscopy at 6 months was nor-
mal with presence of GJ stoma.
Case 3
A 23 years female presented with epigastric pain, vomiting
and loss of weight for last 6 months. Her upper GI endos-
copy was suggestive of narrowed antrum and gastric outlet
obstruction. She underwent laparotomy for relieving gas-
tric outlet obstruction with gastrojejunostomy. Intraoper-
atively a lymph node mass was seen obstructing
pyloroduodenal region which on histology was suggestive
of caseating granuloma with presence of acid fast bacilli.
Then she received ATT that is (HERZ) 2(HR) 7 for 1 year
and was symptom free. Five years later, she presented
again with splenomegaly and imaging studies were sug-
gestive of portal hypertension with calcified portal caver-
noma and splenomegaly. Liver was normal on imaging as
well as on scintigraphy. Her hemogram, liver and renal
function tests and chest X ray were normal. Viral and au-
toimmune markers were negative. She was a nondiabetic
and negative for HIV serology. Upper GI endoscopy re-
vealed esophageal and fundic varices and presence of gas-
trojejunal stoma. Portal vein thrombosis in this case was
probably secondary to old tubercular lymphadenitis.
Case 4
A 32 years male presented with epigastric pain and occa-
sional vomiting for 1 year. He did not show any response
to repeated antisecretory medications. There was no past
or family history of tuberculosis. Clinical examination
was normal. X ray chest, liver and renal function tests were
normal. Patient was non-diabetic and seronegative for
HIV. Upper GI endoscopy was suggestive of nodular ulcer-
ative lesion at gastro esophageal junction, occluding al-
most half of the lumen. Endoscopic biopsy revealed
Figure 1
Endoscopy, CT abdomen and barium study are suggestive of gastric outlet obstruction. (Case 2).BMC Gastroenterology 2003, 3 http://www.biomedcentral.com/1471-230X/3/6
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caseating epitheloid granuloma with Langhan's giant
cells. CT scan abdomen was suggestive of enhancing nod-
ular lesion in celiac and para aortic regions, probably
lymph nodes with asymmetrical thickening of wall at
gastro esophageal junction. Patient was put on ATT regi-
men of (HERZ) 2(HR) 7 and became symptom free. Re-
peat upper GI endoscopy at one year was normal.
Case 5
A 30 years male presented with epigastric pain and dys-
phagia of five months duration. Upper GI endoscopy was
suggestive of a mass at gastro esophageal junction with
possibility of leiomyoma. There was no response to an-
tisecretory medications. Patient did not give any past or
family history for tuberculosis. Clinical examination was
normal. X ray chest, hemogram, liver and renal function
tests were normal. Abdominal CT scan revealed heteroge-
neously enhancing lesion at gastro esophageal junction.
Repeat upper GI endoscopy was suggestive of an ulcer at
gastro esophageal junction and evidence of gastritis. En-
doscopic biopsy showed multiple caseating granulomas
suggestive of tuberculosis. He was put on ATT regimen of
(HERZ) 2(HR) 7 and became symptom free.
Discussion
Commonest site for intra-abdominal tuberculosis is ile-
ocecal region.[5] Involvement of stomach is considered to
be rare. Usually gastric tuberculosis is secondary to pul-
monary tuberculosis. [3] Primary and isolated gastric tu-
berculosis without evidence of lesions elsewhere is
uncommon. [1] The reason for relative rarity is attributed
to bactericidal property of gastric acid, scarcity of lym-
phoid tissue in gastric wall and intact gastric mucosa of
the stomach. The possible routes of infection include di-
rect infection of the mucosa, hematogenous spread or ex-
tension from neighbouring tuberculous lesion. [4]
Commonly these patients mimic peptic ulcer disease or
malignancy but at times clinical presentation may be mis-
leading. Okoro EO and Komolafe OF [6] reported two pa-
tients of gastric tuberculosis with unusual presentations.
One of their patients was elderly man suspected to have
abdominal malignancy but subsequently found to be ex-
tensive, complicated gastric tuberculosis coexisting with
chronic peptic ulcer disease. The second patient was fe-
male who developed gastro-bronchial fistula due to tuber-
culosis, which was evident radiologically. A report by
Chetri K [7] et al has shown a case of gastric tuberculosis
presenting as non-healing gastric ulcer. Out of 5, three of
our cases presented with gastric outlet obstruction, which
is the most common presentation of gastric tuberculosis.
[8] These 3 patients had to undergo subsequently laparot-
omy for relieving obstruction and tissue diagnosis. One of
these 3 showed features of portal hypertension with
splenomegaly, which was due to old tuberculous lym-
phadenitis causing portal vein thrombosis. Wig JD [9] et
al reported a case of isolated gastric tuberculosis present-
ing as massive hematemesis. This patient was found to
have benign gastric ulcer along the lesser curvature. The
diagnosis of tuberculosis was done on histopathological
examination showing caseating epitheloid cell granulo-
mas. It is well known fact that probably due to lack of ac-
curate clinical diagnosis, most patients end up with
surgical intervention and the diagnosis of gastric tubercu-
losis is made after surgery. Remaining 2 patients presented
with dysphagia and a mass lesion at gastroesophageal
junction. Tuberculous lesions of the stomach are usually
located on lesser curvature of the antrum and often in-
volve the duodenum but the finding of a tuberculous ul-
cer at the gastroesophageal junction is uncommon. [10]
The diagnosis of tuberculosis requires demonstration of
caseating epitheloid granuloma or presence of acid-fast
bacilli in tissue. When granulomas are non-caseating,
small and discrete, the differential diagnosis on histology
includes Crohn's disease, sarcoidosis, syphilis, mycotic le-
sions and exposure to beryllium, silicates or reser-
pine.[4,11] Petroianni A et al have reported a case of
abdominal tuberculosis mimicking Crohn's disease in an
immigrant girl from Peru. In all of our 5 cases, granulo-
mas were composed of caseation necrosis and epitheloid
cells. We were able to demonstrate AFB bacilli in all of
them. Other possibilities of granulomatous lesions were
ruled out clinically keeping in mind high incidence of tu-
berculosis in India. The clinical response to ATT and re-
peat endoscopic examination also supported the
diagnosis.
Conclusion
Though gastric tuberculosis is rare, patients presenting
with gastric outlet obstruction or with endoscopic evi-
dence of diffuse chronic inflammatory activity, the possi-
bility of gastric tuberculosis should be kept in mind
especially in areas endemic for tuberculosis.
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